
3. Was determination based solely
on examination of evidence 
without investigation? �� YES ��  NO

CLAIM DETERMINATION - PPHH””AANN  DD¯ĀANNHH  ··’’EE  TTYY  XX¿¿AA  HHØØææOOII  ··II””EENN

STATE OF CALIFORNIA — HEALTH AND HUMAN SERVICES AGENCY
CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

TT¯‚̄‚  KKHHAAII  VV””EE LL˜ỸY DDOO CCHH˜ĨINNHH ··˜ÃANNGG  ··’’EE  KKHHØØOONNGG HHææ‚‚PP  TT˜ÃACC  TTRROONNGG VVIIØØææEECC CC∏∏AAPP DD——¿¿‚‚NNGG CCHHOO CCOONN

Tøoi khøong muπon hÚºp tµac trong viøÚec thiπet løÚap phÚu høÚe v≤a
nhøÚan sÚ– cπap d–÷ºng b≥ºi v≤i ªi“eu ªµo s÷e khøong cµo lÚºi cho (cµac)
ªµ–a tr≥e m≤a tøoi ªang xin trÚº cπap cho chµung.

Sau ªøay l≤a lµy do:  ·µanh dπau (✔):
Tøoi dÚ– liøÚeu sÚ– viøÚec ªµo s÷e cµo høÚau qu≥a t•ng thøem nguy cº
ggøøaayy  tthh––ººnngg  tt‘‘oonn  cchhoo  ((ccµµaacc))  ªªµµ––aa  ttrr≥≥ee:

A) �� Th–ºng t‘on v“e th‘e xµac

B) �� Th–ºng t‘on v“e sinh lµy (tµinh dÚuc)

C) �� Th–ºng t‘on v“e tinh th“an

Tøoi khøong muπon hÚºp tµac b≥ºi v≤i:

D) �� (Cµac) ªµ–a tr≥e n≤ay ª÷a thÚu thai do sÚ– loÚan luøan
hay c–÷ºng døam.

E) �� t•ng thøem nguy cº v“e ssÚÚ––  hh≤≤aannhh  hhÚÚaa  nngg––ÚÚººcc  ªª÷÷aaii
ttrroonngg  ggiiaa  ªª≤≤iinnhh..

F) �� Tiπen tr≤inh phµap lµy ª‘e cho/nhøÚan (cµac) ªµ–a tr≥e
l≤am con nuøoi ªang ª–Úºc xµuc tiπen tÚai t≤oa µan.

G) �� Tøoi hiøÚen ªang th≥ao luøÚan vµºi møÚot cº quan hay møÚot
cº s≥º t– phÚu trµach viøÚec cho/nhøÚan con nuøoi ª‘e nºi
n≤ay giµup tøoi quyπet ªÆinh xem nøen gi÷– (cµac) ªµ–a tr≥e
n≤ay lÚai hay nøen ªem cho chµung l≤am con nuøoi.

H) �� Tøoi cµo (nh÷–ng) lµy do xµac ªµang khµac ª‘e khøong hÚºp
tµac.  Gi≥ai thµich: _______________________

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

CASE NAME

CASE NUMBER

DATE OF APPLICATION

CARETAKER RELATIVE (IF DIFFERENT)

RELATIONSHIP TO CHILD(REN)

NONCUSTODIAL PARENT/ALLEGED FATHER

NAME OF CHILD(REN) OF NONCUSTODIAL
PARENT/ALLEGED FATHER

PPHH””AANN  DD¯ĀANNHH  ··’’EE  TTYY  XX¿¿AA  HHØØææOOII  ··II””EENN

EVIDENCE PROVIDEDLL̄̄‚‚II KKHHAAII XX̃̃AACC NNHHØØææAANN
�� No investigation
�� No evidence provided
�� Birth certificate
�� Medical records
�� Court documents
�� Social agency letter
�� Mental health professional letter
�� Sworn statement
�� Other

Tøoi muπon xin viøÚen d≠an lµy do chµinh ªµang ª‘e kh–µºc t≤– khøong hÚºp tµac v≤i cµac lµy do ª–Úºc ªµanh dπau bøen trøen.  Tøoi hi‘eu
r≤•ng tøoi cµo th‘e ª–Úºc yøeu c“au ph≥ai chµ–ng minh l≤a tøoi cµo lµy do chµinh ªµang trong viøÚec kh–µºc t≤– khøong hÚºp tµac. 
TTøøooii  kkhhaaii  xxiinn  cchhÆÆiiuu  ttrrµµaacchh  nnhhiiøøÚÚeemm  vv““ee  ttøøøøÚÚooii  kkhhaaii  ggiiaann  ttrr––µµººcc  lluuøøÚÚaatt  pphhµµaapp  cc≥≥uuaa  HHooaa  KK≤≤yy  vv≤≤aa  cc≥≥uuaa  ttii‘‘eeuu  bbaanngg  CCaalliiffoorrnniiaa  rr≤≤••nngg  ccµµaacc
ssÚÚ––  kkiiøøÚÚeenn  ttrroonngg  tt≤≤ºº  kkhhaaii  nn≤≤aayy  ll≤≤aa  ssÚÚ––  tthhøøÚÚaatt,,  cchhµµiinnhh  xxµµaacc  vv≤≤aa  ªª““aayy  ªª≥≥uu..

CH¿— K̃Y C̆UA NG—̄‚I ·̃—NG XIN HAY NG—̄‚I NHØæAN NḠAY K̃Y

TO:   LOCAL CHILD SUPPORT AGENCY THIS CLAIM IS FOR �� CHILD SUPPORT �� MEDICAL SUPPORT

CWD REPRESENTATIVE’S SIGNATURE

SUPERVISOR’S SIGNATURE

CW 51 (VN) (7/01) REQUIRED FORM - SUBSTITUTE PERMITTED

2. Was determination based on physical 
harm without evidence? �� YES �� NO

4. May enforcement proceed without 
applicant/recipient participation? �� YES �� NO

1. Request for Good Cause has been denied.

Give reasons:

GOOD CAUSE EXISTS AND IS BASED ON:  ( ✔ )
A �� Increased risk of physical harm to child(ren)
B �� Increased risk of sexual harm to child(ren)
C �� Increased risk of emotional harm to child(ren)
D �� Incest or rape
E �� Increased risk of domestic abuse to parent/caretaker
F �� Legal adoption before the court
G �� Preadoptive services
H �� Other credible reason(s) for not cooperating

Explain good cause:

DATE OF DECISIONPHONE NUMBERWORKER NUMBER

DATE OF DECISION


